Classification of neurotic disorders
In the last decade there have been a number of community surveys that have used structured diagnostic interviews. In England and in Australia studies with the Present State Examination found that 9-12% of adults had symptoms consistent with a psychiatric diagnosis, most of the cases being anxiety or depressive neuroses'. In the USA, Canada and New Zealand studies with the Diagnostic Interview Schedule have shown a higher rate of caseness, but that instrument encompasses personality disorder, alcohol and substance abuse in ways that the English interview did not 2 • Again however the conclusion is the same, that most of the cases identified in these population surveys would have been classified as suffering from the anxiety and depressive neuroses, had the International Classification of Diseases and not the American classification been used. The anxiety disorders, phobias, panic disorder and obsessive compulsive disorder were among the most common illnesses.
Only one in five of cases who met criteria for a disorder had sought treatment during the 6-month period prior to the survey, most consulting a general physician rather than a psychiatrist or other mental health specialist. The anxiety disorders, presenting as they do with somatic symptoms, often go unrecognized and generate considerable costs through fruitless investigation and referral as some physical explanation of the symptom is sought. This confusion is lessening as the component syndromes that make up the anxiety disorders are clarified and described.
Symptoms are aggregated into syndromes in the hope that each will be associated with a specific aetiology, treatment or natural history. Medicine proceeds by splitting syndromes apart to discover associations with the subgroups, and when this fails, lumping them together again. In this way neurosis has been split into depressive, somatoform and anxiety types, the latter into anxiety and phobic neuroses, and now the phobias into specific, social and agora phobias. As agoraphobia that is not mediated by the fear of panic does not appear to be 16 Tyrer, basing his case on the temporal instability of non-phobic anxiety and depressive symptoms over a 2-year period", and on a trial of treatment which showed no association between treatment type and diagnosis" (but as no treatment type was better than placebo the proper conclusion is that the treatments were not tested), is clearly on the side of the lumpers. Roth, basing his position on the clarity with which the different syndromes could be distinguished clinically and statistically, is on the side of the splitters. Panic/agoraphobia, social phobia and obsessive compulsive disorder all run in familiesv" and while the general predisposition to neurosis (as measured by the Eysenck neuroticism scale) is in part genetically determined, the question of interest is whether some additional genetic factor determines the key feature of each disorder. The genes that determine neuroticism also determine the non-specific symptoms of anxiety and depression", but there is evidence for an additional small genetic contribution to the symptoms of panic'", and to other specific fears. However having an isolated sympton is not equivalent to meeting criteria for a specified disorder and a recent study of the lifetime diagnoses among a large sample of twins could not find evidence for the specific inheritance of the major neuroses (neurotic depression, panic/ agoraphobia, social phobia, obsessive compulsive disorder, generalized anxiety disorder), only for the inheritance of a general predisposition to them--, During the past 6 years an Australian project has systematically reviewed the treatment of the major neuroses 12 -16 • The tricyclic antidepressant drugs were found to reduce symptoms in all five disorders mentioned above, and while there may be some specificity in the relation between type of antidepressant and type of illness, a general beneficial effect that is independent of diagnosis was evident. The situation with the cognitive behaviour therapies is similar. These cognitive behavioural techniques when used together (not just relaxation alone). are significantly better than placebo in all five disorders, and while the detail of the therapy varied according 0141-0768/90/ 100606-02/$02.00/0 © 1990 The Royal Society of Medicine to the disorder, the general beneficial effect of an anxiety management/graded exposure/rational thinking programme is also well established. The general response to both antidepressants and behaviour therapy is so strong that it would be difficult to use treatment response as a criterion to confirm the independence of these syndromes.
Structured diagnostic interviews require that one asks in turn about symptoms contributing to the criterion for each disorder. When such an interview was given to a large sample of adult twins a single diagnosis was four times less frequent than expected and a history of symptoms satisfying the criteria for more than one diagnosis correspondingly more frequent!". Persons with multiple diagnoses in their lifetimes to date had the higher loadings on the vulnerability factors of neuroticism and locus of control, information which is consistent with the importance of general genetic factors and with the general response to either antidepressants or to behaviour therapy across all these disorders.
But 'ever' having symptoms consistent with a disorder is not the same as being chronically disabled by that disorder. The clinical differences between groups of patients with chronic panic/agoraphobia, chronic social phobia or chronic obsessive compulsive disorder are profound, and patients seem quite clear about what has constituted their major disorder. Even though the groups cannot be distinguished on the basis of their general vulnerability to neurosis!", they are distinct in terms of defence style l 9 and cognitions when aroused 20 • 2 1, as though they differ strikingly in terms of the unconscious or pre-attentive paradigms that govern their behaviour. All three disorders have their peak onset in early adult life while the patient is still within the influence of their family of origin. Perhaps it is time that we began to look at non-genetic familial factors to identify formative influences specific to each disorder.
